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INTRODUCTION:  Inversion  of the  uterus  is an  extremely  rare complication  of the  non-puerperal  period
and is  commonly  caused  by  benign  submucous,  especially  fundal,  leiomyomas.  A  case  of a totally  inverted
cervix  due  to  a prolapsed  huge  cervical  leiomyoma  mimicking  chronic  non-puerperal  uterine  inversion
in a  perimenopausal  woman  is presented.
PRESENTATION  OF  CASE:  A 52-year-old  perimenopausal  woman  was  admitted  to  our clinic with  an  ulcer-
ated, necrotic,  infected  and  swollen  prolapsed  mass.  Gynecologic  history  revealed  that  she  was  advised
myomectomy  because  of her  cervical  myoma  2  years  ago  but she  refused  to have  an  operation  as  sheterine inversion
aginal hysterectomy
believed  that  her  positive  thoughts  would  shrink  the  myoma.  Presumed  diagnosis  before  surgery  was
chronic  non-puerperal  uterine  inversion.  An  intraoperative  diagnosis  was  totally  inverted  cervix  due  to
a huge  cervical  leiomyoma.  Vaginal  hysterectomy  without  adnexectomy,  was  performed.
CONCLUSION:  This  is  the ﬁrst  case  in  the  literature  which  a totally  inverted  cervix  due  to a prolapsed  huge
cervical  leiomyoma.  Cervical  ﬁbroids  can  grow  in  perimenopausal  period  and  in extremely  rare  cases  can
sion.
blishcause  total  cervical  inver
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. Introduction
Uterine ﬁbroids are the most common tumors of uterus which
evelop in 20–40% of reproductive age women, but cervical leiomy-
mas are less than 5% of all leiomyomas.1 Pedunculated uterine
yomas or submucosal cervical myomas may protrude through
he cervical canal and into the vagina and may become necrotic
nd occasionally infected due to inadequate blood supply.2,3 In
ome cases, they can cause uterine inversion. Inversion of the
terus is a very rare complication of the non-puerperal period
nd is commonly caused by benign submucous, especially fundal,
eiomyomas.4
Herein, we present a huge, necrotic, ulcerated and prolapsed
ervical leiomyoma causing inversion of the cervix and mimicking
on-puerperal uterine inversion. To our knowledge this is the ﬁrst
ase in the literature which a totally inverted cervix due to a pro-
apsed huge cervical leiomyoma mimicking chronic non-puerperal
terine inversion in a perimenopausal woman.
 This is an open-access article distributed under the terms of the Creative Com-
ons Attribution-NonCommercial-No Derivative Works License, which permits
on-commercial use, distribution, and reproduction in any medium, provided the
riginal author and source are credited.
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ax: +90 223 92 80.
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210-2612/$ – see front matter © 2014 The Authors. Published by Elsevier Ltd. on behalf 
ttp://dx.doi.org/10.1016/j.ijscr.2013.12.014ed  by Elsevier  Ltd.  on  behalf  of Surgical  Associates  Ltd.  All  rights  reserved.
2. Case presentation
A 52 year-old woman, gravida 4, parity 3, abortus 1, was  admit-
ted to our clinic with the following complaints: lower abdominal
pain and a mass protruding from the vulva for 6 months. She had
an abdominal myomectomy 14 years ago and received three units
of blood. A cervical myoma  uteri 5 cm in diameter was diagnosed 2
years ago in a private hospital and surgery was  recommended. She
refused operation at that time, believing that her positive thoughts
would shrink the mass. She had nine months history of a sensation
of something coming out per vaginum, with blood-stained leuc-
orrhoea. Six months ago a protrusion developed from the vagina
with severe pain. She did not go to any hospital because she still
believed that the mass would disappear with her positive thinking.
Before admission to our clinic she tried herbal treatment methods
and continued to think positively with the hope that her gen-
ital mass would shrink. After six months, she decided to apply
to our hospital when the mass became ulcerated, infected and
sensitive.
General examination was unremarkable, pulse rate was 94 beats
per minute, blood pressure was  140/90 mm  Hg, and respiratory rate
was 21 cycles per minute. The abdominal examination was  nor-
mal. A 13 cm × 8 cm solid, inﬂammated, ulcerated, necrotic mass,
protruding from the vaginal introitus was  remarkable on pelvic
examination and the body of the cervix could not be visualized sep-
arate from the mass. Despite the fact that she was perimenopausal
period, her leiomyoma grew from 5 cm to 13 cm in two years
of Surgical Associates Ltd. All rights reserved.
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(ig. 1. Prolapsed necrotic, ulcerated cervical leiomyoma, (a) necrotic mass, (b)
nverted cervix’ rugae.
eriod. Transvaginal ultrasonographic examination could not be
erformed because of the unreducible, protruded sensitive vulvar
ass. Additionally, the uterus could not recorded during pelvic
ltrasonography. Preoperative presumed clinical diagnosis was
hronic non-puerperal inversion of the uterus due to submucous
eiomyoma. Patient desired hysterectomy without adnexectomy
nd a vaginal hysterectomy was scheduled.
Pelvic examination under anesthesia, revealed a mass arising
rom a dilated inverted cervix, and cervical rugae were covering
he external surface of the mass (Fig. 1). On bimanual examination
he uterus and adnexes were palpated. Intraoperative diagnosis
hanged to a totally inverted cervix due to a huge prolapsed cervi-
al myoma  (Fig. 2). Hysterectomy was begun by the vaginal route.
he anterior dissection was carried out and the uterovesical fold
pened. The uterine vessels were clamped, cut, and transﬁxed,
hen posterior cul-de-sac was opened. Uterine corpus and fundus
ere normal in appearance. The cornual structures were divided
ig. 2. Cervical inversion due to prolapsed myomas with normal uterus, (a) uterus,
b) external cervical os, (c) inverted cervix, and (d) leiomyoma.Fig. 3. Normal appearance of uterus with prolapsed cervical myoma, (a) normal
myometriun and uterine cavity, (b) inverted cervix, and (c) cervical myoma.
and secured to complete the hysterectomy vaginally. The ovaries
appeared normal and were not removed. Macroscopic examina-
tion of the operative specimen conﬁrmed the diagnosis of a totally
inverted cervix due to a huge prolapsed cervical leiomyoma (Fig. 3).
Histopathological examination of the specimen conﬁrmed the diag-
nosis of a submucous leiomyoma arising from the cervix of the
uterus. There were no complications in the postoperative period
and the patient was  able to be discharged on the third postoperative
day.
3. Discussion
Cervical leiomyomas are extremely rare and the incidence is
reported at about 0.6% in total hysterectomy specimens.5 Cervical
leiomyomas can be categorized as extracervical type (subserosal
location) and intracervical type (occur within the cervix). The
complications of cervical leiomyomas include pressure effects
on the bladder or urethra, degenerative phenomena, intermen-
strual bleeding, pain (pelvic cramping), prolapse with infection and
torsion.6 When we searched the literature we  did not see any inci-
dents of reported cervical inversion due to cervical leiomyoma. To
our knowledge this is the ﬁrst case of a totally inverted cervix due
to a huge prolapsed cervical myoma  simulating uterine inversion.
Uterine inversion is a rare complication of the puerperium and
a non-puerperal inversion is an extremely rare occurrence. Usu-
ally, non-puerperal uterine inversion presents after 45 years and
is mostly related to benign myomas and rarely associated with
malignancies.7 The mechanism of tumor-related inversion is not
clear but it is thought to be due to the distension and emptying
of the uterine cavity, thin uterine walls, fundic localization of the
tumor, the expulsive contractions of the uterus, and the weight of
the tumor itself.8,9
Based on the literature search only one cervical inversion
was found. Sivasuriya et al.10 report a case of inversion of a
partly effaced and dilated cervix into the lower uterine segment
at the time of cesarean section. This case was  an example of
puerperal cervical inversion, but our case differs in that our patient
 –  O
l of Su
d
c
d
f
m
C
ﬁ
c
n
c
t
g
‘
p
p
u
a
w
c
h
e
p
l
m
p
C
F
1
O
T
p
cCASE  REPORT
N. Turhan et al. / International Journa
isplayed non-puerperal cervical inversion due to prolapsed
ervical leiomyoma growing during the perimenopausal period.
Uterine inversion is suspected when gynecologic examination
etects a protruding mass in the vagina or vulva and the uterine
undus cannot be palpated by bimanual examination. The deter-
ining ﬁndings are an impalpable fundus and an invisible cervix.11
linical diagnosis of chronic non-puerperal uterine inversion is dif-
cult, especially if vaginal examination cannot be performed. In our
ase, there was a protruding mass in the vulva, the cervix could
ot be visualized separately from the mass and the uterine fundus
ould not be palpated. These ﬁndings made us strongly consider
he possibility of non-puerperal uterine inversion.
Ultrasonography might be a useful tool for diagnosis. Sono-
raphic characteristics of complete uterine inversion are a
U’-shaped uterine cavity in the longitudinal plane.12 We  could not
erform transvaginal USG and unfortunately pelvic ultrasonogra-
hy did not provide any additional information. Examination done
nder anesthesia revealed an inverted cervix covering the mass and
 fundus by bimanual palpation and the intraoperative diagnosis
as changed to a totally inverted cervix due to a huge prolapsed
ervical leiomyoma simulating uterine inversion.
Prolapsed leiomyoma treatment is vaginal myomectomy or
ysterectomy. Our patient desired hysterectomy without adnex-
ctomy and vaginal hysterectomy was performed and the patient’s
ostoperative course was uneventful.
We report a case of totally inverted cervix due to a huge cervical
eiomyoma mimicking non-puerperal uterine inversion in a peri-
enopausal woman. Cervical ﬁbroids can grow in perimenopausal
eriod and in rare cases can cause total cervical inversion.
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